In 2000, as part of the Millennium Development Goals (MDGs), the international community committed to decrease the Maternal Mortality Ratio (MMR) by 75% by 2015 and improve overall maternal health care to achieve MDG-5. 1 India has one of the highest MMR in the world with an estimated 212 maternal deaths per 100,000 live births. 2 Most of deliveries in India occurs at home and without any assistance from skilled health professionals and hence majority of the maternal deaths contributed by the mothers who had a home delivery. [3] [4] Therefore, Indian government introduced the National Population Policy (NPP) 2000 with defined goal to increased institutional delivery by 80%, safe delivery by 100% and reducing MMR by 100 per 100,000 live births. 5 In order to achieve these goals, the National Rural Health Mission (NRHM) was launched in 2005, which aimed to undertake an 'architectural correction' of the public health system to enable it to effectively absorb increased expenditure to provide accessible, affordable and accountable in primary health care services to poor households in remote parts of rural India. [6] [7] [8] The expected outcome of the mission is to make availability of trained community level worker at village level with a generic drug kit. This means 'People's Health in People's Hand' with more of community participation and community monitoring of public health system. The NRHM implemented the Janani Surakshya Yojana (JSY) for the Below Poverty Line (BPL) families which provide referral transport, escort and improved hospital care at subsidized rate for institutional deliveries. [6] [7] [8] The Janani Surakshya Yojana was launched by the Hon'ble Prime Minister on pregnant women in ten low performing states, namely the eight Empowered Action Group (EAG) states (Bihar, Chhattisgarh, Jharkhand, Madhya Pradesh, Odisha, Rajasthan, Uttrakhand and Uttar Pradesh), Assam, Jammu and Kashmir and the remaining Northeastern states. 8 In rest of the states, Anganwadi Workers (AWW) and Trained Birth Attendants (TBA) or ASHA like activists have been engaged with JSY for providing the services. The target group under JSY includes all pregnant women (19 years and above in age, up to two live births) belonging to the below poverty line. In the ten low performing states, the benefit would extend even after the third live births if the mother, of her own accord chooses to undergo sterilization in the health facility where she delivered, immediately after the delivery ( Table 1 ).
The Janani Surakshya Yojana has brought together poorly functional maternity-nutrition benefit scheme and referral transport scheme into a single package and by focusing this package on institutional delivery. [6] [7] [8] The financial benefits were earlier only for institutional deliveries but soon after Rs. 500 benefit for home delivery for BPL family was introduced to retain the maternity benefit component. However, the scheme in practice is almost completely focused on promotion of institutional delivery the payments for home delivery are low and not encouraged. Informally they could be actively discouraged (Table 2) .
Although the Janani Surakshya Yojana was aimed to increase institutional delivery and reduced maternal and neo-natal deaths but it poses a serious discussion that how far this cash incentive changes the behavior of the community discussion in favor of institutional delivery? The rationale is that beneficiary would be able to use the JSY benefits for her care during delivery or to meet incidental expenses of delivery. It should be the responsibility of Auxiliary Nurse Midwife (ANM)/ ASHA, medical officer in primary health centre to ensure disbursement. It is very important that the cash is disbursed in time to help the beneficiary to get the maximum benefits of the scheme.
Studies in last few years tried to focus on the acceptability and utilization of the scheme and its effect on improving utilization of public health care system especially in rural India. An overall estimate from District Level Household Surveys (DLHS-2 and 3) data show that the poorest and least educated women did not always have the highest odds of receiving JSY payments. [3] [4] Janani Surakshya Yojana had a significant 5 effect on increasing antenatal care and in-facility births. 9 Another study among 100 beneficiaries in selected villages in Bikaner district in Rajasthan shows that major advantages of the Janani Surakshya Yojana were perceived by the beneficiaries such as safe delivery at PHCs and CHCs, payment of cheque after delivery and full protection after delivery. 10 A study among 400 currently married women aged 15-35 years living in rural areas of Seraikela-Kharsawan districts in West Singhbhum in Jharkhand on knowledge and awareness of Janani Surakshya Yojana revealed that 83% of the respondents have heard about the JSY and also know someone who had received its benefits but 54% did not know the types of benefits and 18% knew that if delivery is done in a hospital they will get Rs. 1,650. The respondents also reported that they have knowledge that Saahiya (ASHA) gets financial benefits for accompanying mother for institutional delivery and post natal care. About three-fifths of women stated that they came to know about JSY from ANM.
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A study conducted in rural Odisha to estimate the impact of JSY scheme. Six blocks from three districts were selected for the study and data were collected from both beneficiary and non-beneficiary mothers and other stakeholders of the Janani Surakhya scheme. 12 The study found that less than half of both beneficiaries as well non-beneficiary mothers knew about the various aspects of the JSY scheme. Three-fourths of the beneficiaries reported to first contact with ASHA for ANC in between the third and sixth month of the pregnancy. Most of the respondents feel that there are problems of communication and transport.
The ASHAs also played a major role in motivation for institutional deliveries in two-thirds of the beneficiaries but lack of orientation of the health staffs other than ASHAs on JSY is a significant finding emerging from this study. It is found that there is a gap in utilization of JSY may be contributed by many unforeseen factors. The main aim of the scheme is to increase the institutional delivery and hence reduce maternal deaths to achieve the MDG-5. Therefore, to understand the effect of JSY on institutional delivery and the utilization of the scheme across the various socio-economic sections in the society, the present study has focused on the impact of utilization of JSY in the eight EAG states in India. The impact here denoted as increase in institutional delivery per se.  To examine the influence of socio-economicdemographic and programme factors on the change in utilisation of institutional delivery in the Empowered Action Group states over time.
 To investigate the whether there are any impacts of Accredited Social Health Activist workers and cash incentives on change in percentage of institutional deliveries in the Empowered Action Group states. 3 The survey provides data on institutional delivery, deliveries facilitated by ASHAs, institutional deliveries by trained birth attendants, and utilization of the JSY scheme by women belonging to different socio-economic and demographic backgrounds. To analyze the change in the utilization of institutional delivery before and after implementation of Janani Surakshya Yojana data from two different time points were required. The DLHS-2, 2002-04 was conducted nationwide before initiation of NRHM and implementation of JSY in 2005. Therefore, to compare the change which may affect the utilization of institutional delivery after initiation of the scheme data from DLHS-2 was used. Finally, to understand the net effect attributed by JSY which data was collected during DLHS-3, and hence comparison between DLHS-2 and DLHS-3 rounds are made. A cross-sectional study on utilization of JSY scheme and institutional delivery was carried out from the individual data of 116,268 among currently married women from DLHS-3 who had their last live/still birth in the last three years prior to the DLHS-3 survey. Similar analysis was also carried out from DLHS-2 data among 104,452 women living in the EAG states.
Materials and Methods
Primarily the paper seeks the change in behaviour on utilization of Janani Surakshya Yojana and institutional delivery across EAG states and the region as a whole. First, the gross differentials in institutional delivery by selected socio-economic and demographic factors are obtained and examined through bivariate analysis for DLHS-2 and DLHS-3. This analysis depicts the change in the behavior and level of utilization of institutional delivery across the socio-economic classes before and after implementation of JSY. Key variable of JSY, 'whether motivated by ASHA for institutional delivery', is used in DLHS-3. It is well discussed that socioeconomic variables are interrelated to each other and hence to examine the net effect of an individual variable, multivariate analysis was carried out employing the binary logistic regression model, since the response variable, utilisation of institutional delivery is dichotomous and predictor variables are in categorized form (for details see Retherford and Choe, 1993) . 17 Standard of living was calculated in DLHS-2 but in DLHS-3 wealth index was computed to show the economic condition of the households. To make the comparison uniform between both the surveys, type of houses is used as a proxy for the standard of living in the study.
In addition, the paper also analyzed the data on people 6 who have received financial benefits from JSY in EAG states. Motivation for institutional delivery by ASHA is an important factor as NRHM promotes these health care functionaries at grass root level to help the community to avail the services and also increase awareness on the free services available. Therefore, separate analysis with socio-economic factors of motivation by ASHA on institutional delivery was done to understand whether all section of the community gets the said facility or not. Transportation plays an important role on institutional delivery. In rural areas inaccessibility to health facility influenced more on home delivery. Therefore, role of transportation to health facility for delivery is important and JSY provides financial assistance on transportation for institutional delivery.
Results and Discussion
The results show that overall institutional delivery has increase from 22.9% in DLHS-2 to 33.4% during DLHS -3 in EAG states in India ( Figure 3 ). This is a substantial increase in institutional a small period of time. However, there is variation increase in institutional births across the EAG states. The increase in institutional births is the highest in Madhya Pradesh (27.7% in DLHS-2 and 50% in DLHS-3) and the lowest in Jharkhand between both surveys (19.5%: DLHS-2 and 20.2%: DLHS-3). Rajasthan had the highest percentage of institutional delivery among EAG states during DLHS-2 survey but replaced with Madhya Pradesh through great improvement in institutional delivery in last few years. Chhattisgarh was the poorest performing state in terms of institutional delivery in 2002-04 and Jharkhand become the worst performing in 2007-08 with almost no improvement in the situation. This may have influenced by socio-economic and demographic factors along with program factors, which is discussed later in this paper. Other indicators like percentage of women registered in first trimester when pregnant with last live/still birth and had at least three ANC during last pregnancy have improved between both surveys in all EAG states (Figures 1 and 2 ). Remarkable improvement occurred in gateway behaviour like early registration of pregnancy which indicates a positive change in community behaviour towards safe pregnancy. It is well established that there is a positive relation on full ANC and hen increased institutional delivery with early registration of pregnancy.
Although, overall percentage of women motivated for ANC and institutional delivery by ASHA is still low in all EAG states but certainly it is a notable movement in community participation ( Figure 6 ). ASHA, who are introduced as catalyst to improve healthy behaviour in the rural community must have initiated the process and in such a short time some improvement has been noticed. Institutional delivery increased during this period; on the other hand, home delivery assisted by skilled health personal has declined marginally ( Figure  4 ). However, still way to go to achieved goal for 100% safe delivery as stated in the NPP in these states. It is evident the stir on institutional delivery has been creased.
JSY was meant to increase institutional delivery by motivating women through financial assistance and support by ASHA on referral and transportation. However, DLHS-3 data indicates that only 10.6% women received the financial assistance for delivery through JSY in all EAG states ( Figure 5 ). The figure is the highest in Madhya Pradesh and the lowest in Jharkhand easily emphasized the fact that the key for low motivation for the institutional delivery in Jharkhand.
Low percentage receiving financial assistance may dampen the motivation to utilize the health facilities offered by the NRHM but it is also true that rural population is aware of the benefits and in coming days they will fully utilize the benefits. It is important to note that overall home delivery in these EAG states has declined from 76.7% during DLHS-2 to 65.8% (Table  3) . However, the contribution of private healthcare facilities in increased institutional delivery is marginal during this period. This is because may be the cost in the private facilities or not all private facilities are accredited by Govt.
There may be another factor influence beneficiaried to choose Govt. health facilities over a private one is the reform in the health sector in rural area through NRHM. This is clearly reflected in substantial increase in percentage of deliveries in PHC and CHC/Rural hospital from DLHS-2 to DLHS-3. Percentage of delivery at Government hospital has increase between two surveys in Odisha, Madhya Pradesh, Uttarakhand, and Rajasthan among eight EAG states. Simultaneously, delivery at PHC, CHC/Rural hospitals also increased in many folds in these states. Although there is marginal increase in percentage of delivery at private hospital and clinics in Uttar Pradesh, Bihar, Chhattisgarh, and Jharkhand but utilisation of public health facility for delivery remain minimal in these states during this period. This may indicates the apathy on utilization of the public health care among community in these states. There is clear variation in state level in utilization of public health facilities for delivery. The aim of JSY to mobilize community to utilize public health care and encourage public-private partnership to a healthy family and hence a healthy society, is yet to achieve in these states.
There are many studies emphasized on effect of socioeconomic and programme factors on utilisation of institutional delivery. [18] [19] [20] [21] [22] [23] [24] The present paper also seeks the changing pattern of behaviour across the socioeconomic classes on institutional delivery in EAG states. EAG states are defined as with high fertility rates and weak on socio-economic indicators by Ministry of Health and family Welfare in India. The EAG was created to ensure population stabilisation and intersectoral convergence. Table 4 reveals that changing pattern of behaviour within the socio-economic variables on institutional delivery. The rural-urban gap has narrowed from DLHS-2 to DLHS-3. Percentage of women had institutional delivery has increase among Hindu and Muslims but declined among others religions (Christians, Buddhists, Jain etc.). It is well established 8 in literature on public health that marginalised groups are not reached by health system and the utilisation of health facilities are very poor among these groups. As the JSY scheme focused on to mainstreaming the marginalised group like Scheduled Caste, Scheduled Tribe and Other Backward Castes (OBCs) in the society to access the institutional delivery services, the results show an increase in percentage of women who had utilised institutional delivery from DLHS-2 to DLHS-3 in these groups of people. This provides a bright picture for the scheme's success. Percentage of women having institutional delivery increases with rise in level of education. Although, the pattern in utilisation of institutional delivery remains the same from round two to round three of DLHS across the educational categories but the there is substantial in utilisation of institutional delivery among illiterate women and women with primary education during DLHS-3. This provides the effect of the JSY scheme where women with none/low education also motivated to deliver their baby at health facilities. However, the gap across the economic classes (types of house considered as proxy) did not change on utilisation of institutional delivery between two surveys, only the level has increased over time. Similar scenario found for women with different age groups, age at marriage and with number of ANC visits. It is necessary to highlight that percentage of women has increased substantially with lower birth order (one and two) to delivery at health facilities during DLHS-3 compared to DLHS-2, whereas it is marginally increased for higher birth orders. ASHA workers are the catalyst on utilisation of JSY scheme and 54.5%women had reported that they were motivated by ASHA to have institutional delivery among who have institutional delivery. This provides that community participation in health system is flourishing in rural India.
The logistic regressions results also convey the same massage that pattern of utilisation of institutional delivery did not change across the socio-economic categories per se expect few isolated cases (Table 4) at two different time points (DLHS-2 and DLHS-3). It shows that women belong to OBC community are less likely to have institutional delivery compared to women belong to non-SC/ST/OBC community during DLHS-3, whereas the situation was reversed during DLHS-2. Similarly, DLHS-3 estimates shows that likelihood of having institutional delivery is low among Muslim women compared to Hindus while opposite scenario was prevailed during DLHS-2 survey. Women with two children are significantly less likely to utilise facility for institutional delivery than women with one child, however, it was not significant during DLHS-2. As expected, rise in education and standard of living has significantly positive impact on utilisation institutional delivery. Motivation to have an institutional delivery by ASHA is highly significant after controlling for all other variables. It clearly reveals that JSY scheme and motivation by ASHA has significant impact on increase of institutional delivery in EAG states. Community participation through the community member must have significant impact on increase in institutional delivery. Similar scenario also found with types of houses in these states where women living in kachcha houses are accessing more institutional delivery during the recent survey compared to the earlier. [9] [10] 24 This explains that the JSY scheme must have impact on changing behaviour of women in these states. Chhattisgarh and Rajasthan shows marginal difference in motivation of ASHA for institutional delivery whereas, states like Uttar Pradesh, Bihar, Odisha , Uttarakhand have major roles of ASHA on institutional delivery. Further, the bivariate results are second by the multivariate analysis to understand the net effect of certain variables. Rise in educational level have significantly positive impact on increase in utilisation of institutional delivery in almost all EAG states. But it is important to point out that women with primary level of education are significantly more likely to have institutional delivery compared to illiterate revealed from DLHS-3 survey.
On the other hand, education above primary level only had significantly positive influence on institutional delivery during DLHS-2. State like Madhya Pradesh and Rajasthan where increase in institutional delivery is high, low educational level does not play a significant role but types of house have positive impact on rise in institutional delivery in these states. Age of women, age at marriage, children ever born, ANC visits have significant influence on institutional delivery in all states and the pattern remained unchanged between both surveys. Motivation of ASHA workers on institutional delivery has significantly positive impact on institutional delivery in all states. This reveals that likelihood is high to have an institutional delivery if woman is motivated by ASHA. Therefore, the JSY encourage mothers to avail the monetary benefit to have an institutional delivery but to reach this massage to community, ASHA works as a catalyst within the community. To make the scheme more successful ASHA have a significant role to play.
JSY introduced financial benefits for the institutional delivery and to motivate rural poor's for institutional birth. This was introduced to lure more people to access and avail the health facility for delivery and hence reduced the maternal and neonatal deaths in rural areas. Table 7 clearly shows that very low percentage of people who had institutional delivery in states like Bihar, Chhattisgarh, Jharkhand, Uttarakhand, Uttar Pradesh received the financial benefits. Madhya Pradesh, Odisha and Rajasthan show better picture but still figures are less than half of the beneficiaries received the financial assistance. This type of situation in long run increases disappointment among people and the motivation for institutional delivery created through financial help may reduce. Increased knowledge and awareness may help people to think more on mother and child health during delivery and change the behaviour but as government introduced the scheme to reduce the financial burden from the rural poor, without timely receive of financial help the spurt may subside. Table 8 clearly shows that trends on receiving financial benefits are the same across the EAG states. States where overall receiving is low or the states where it is high, socio-economic and demographic factors have influenced without any administrative or geographical barriers on beneficiaries. As expected urban people, Hindus and women with one child are the highest on receiving the financial benefits. Higher ANC visits have increased proportion on receiving financial help from JSY. It clearly shows that awareness on JSY and its benefits increases with increased ANC. Though lowest percentage of people with higher education in states like Bihar, Madhya Pradesh, Chhattisgarh, Jharkhand have received the JSY financial benefits. Does this only due to non-acceptance of the amount or the low awareness, or they also belong to richer section? This needs to examine in detail further. Motivation by ASHA again shows a great result and people who had institutional delivery motivated by these community health workers call ASHA are always on the higher side to received the financial benefits. In Madhya Pradesh and Odisha, more the 50% of beneficiary received the JSY financial benefits with help of ASHA.
Results show that motivation by ASHA on institutional delivery has highly significant positive effect. This is call for further analysis to understand whether it reaches to all section of the society or only to a certain section. Table 9 shows that rural areas are the main working place for ASHAs as they are mainly appointed to motivate rural population on institutional delivery. ASHA workers are motivated mainly Hindus and non Hindus are left out on many states; this may create certain issues in future. It is perceived that ASHA workers reached to the expected sections on the state ethnic people and also across the states to illiterate and people with low level of education. Even people with higher parity who are in higher risk during delivery are also highly motivated by ASHA on institutional delivery. Though people who have had higher ANC did not agreed that ASHA had motivated them on institutional delivery, but that may shows that they were aware of institutional delivery through counselling by ANM or doctors during ANC. This shows clearly the importance of ASHA in a community to motivate and shape the goal of the NRHM's JSY program.
Though motivation by ASHA on institutional delivery is 13 important, but to make it happened in reality, role of transportation is also important. In rural areas mostly jeep/ car or tempo/auto was used to transport mothers to health facility for delivery across all EAG states (Table 10) . Use of Ambulance is the lowest among all modes of transportation. Substantial number of people also reached at health facility to deliver by foot or by animal drawn cart. Providing financial assistance on transportation may not help people to avail the health facility to deliver where mode of transportation is not available enough. Providing ambulance may help them more instead of financial help on time.
Conclusion
There is substantial increase in institutional delivery in EAG states but there are wide variations among the states. The above discussion clearly pointed out that JSY have some impact on increasing institutional delivery in EAG states and especially in PHC, CHC/Rural hospital in some of the states. Similarly, education and standard of living played an important role on increase in institutional delivery and hence 
Background characteristics DLHS-2 DLHS-3 BH CH JH MP OD RJ UK UP BH CH JH MP OD RJ UK UP
Residence Rural (RC) 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 Urban 1.524** 1.816** 1.907** 1.702** 1.681** 1.446** 1.326** 1.256** 2.429** 2.220** 2.565** 1.762** 2.505** 1.743** 2.543** 1.260** Religion Hindu (RC) 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 Non-hindu 0.833** 1.121 0.833** 0.976 0.886 0.922* 1.128 0.915** 0.533** 1.703** 0.814* 1.190 0.781 0.794** 1.112 0.976 Ethnicity Non SC/ST/OBC (RC) 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 Illiterate 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 1.000 the benefits of the JSY scheme but states like Madhya Pradesh, Rajasthan and Odisha where massive rise in institutional delivery has been observed, these factors failed to explain the totality. Motivation by ASHA for institutional delivery came out as an important factor in the study.
The study thus concludes that the JSY undoubtedly contributed to a substantial improvement in institutional delivery and increased pressure on the public health system especially in PHC, CHC/rural hospitals. Institutional delivery needs to be backed by good quality of both basic Emergency Obstetric Care (EmOC) and comprehensive emergency obstetric care. Most of the EAG states are not fully equipped with EmOC services. Even sometime lack of skilled human resource makes C-section unavailable in rural setups. Transport for referral is also a burning side of accessing/utilizing institutional delivery. Moreover, micro birth plan and birth preparedness are rare in rural India. ASHA workers may provide support to mothers on these with more hands on training.
It was obvious that each state in India has unique characteristics even if we try to bring them under one umbrella for programme point of view. The present study came out with vivid description how each state responded differently on the same JSY scheme. Health is under state and centrally sponsor scheme like JSY need special attention from state on implementation. The utilisation of the scheme differs across the EAG states and its impact on institutional delivery. Even the receiving financial benefits under the JSY also vary across the states. Moreover, people with different socio -economic groups in these states responded differently on institutional delivery after implementation of JSY.
The scheme was aimed to bring the marginalized and poorer section of the community to forefront and provide them the maternal health care through promoting institutional delivery. But women belong to SC/ST/OBC community are still not availing the services in these states. This depicts that the scheme still not reached to a particular section of the society for which it meant for. The scheme offered safe delivery/ institutional delivery or BPL households and the study shows that the JSY provided support to them. Madhya Pradesh, Odisha, and Rajasthan have an impressive rise in institutional delivery and also high percentage of women received financial benefits through the JSY. This should use as a model case and promote in other states like Jharkhand and Chhattisgarh where acceptance is low. Role of ASHA is very important in this entire program. A person from community obviously influenced people more than any other channel of media.
